Doctors have better physical health, but appear to have poorer mental health, than the general population (BMA, 1992 (BMA, , 1993 (OPCS, 1986) . These disturbing figures may reflt one extreme consequence of high levels of psychiatric disorder among doctors (Rucinski and Cybulska, 1985) . Doctors, alongside other health workers, are also believed to be at risk of a syndrome of work-related distress, termed 'burnout' by Freudenberger (1974) . Though there is no agreed definition of burnout, it is usually seen as having three related but independent components. Thes are emotional exhaustion, depersonalisation (treating patients and other people as if they were objects) and low productivity accompanied by feelings of low achievement (Cherniss, 1980) . The importance of 'burnout' and psychiatric disorder lies in their implications, not only for the personal suffering of doctors, but in the risk they carry for impairing the dehvery of health care.
Many of the sources of stress to which doctors are exposed are common to all sectors of the profession, but there may be particular problems related to individual medial secialties and different stages of the medical career (BMA, 1992) . It has been argued that cancer medicin is inhrently stressful because of the frequent exposure to death and dying and the conflict between the curative goals, on which most training is based, and the palliative goals of much cancer care (Delvaux et al., 1988) . A recent descriptive study conducted in the USA has suggested that American oncologists do indeed experience high levels of 'burnout' (Whippen and Canellos, 1991) .
The aims of this study were to assess the prevalenc of 'burnout' and psychiatric disorder among senior oncologists and palliative care speciaists in the UK. The aspects of work which cancer clinicians perceive as stressful and satisfyting have also been evaluated. To find possible causes for 'burnout' and psychiatric disorder experienced by cancer clinicians, the relationships between distress and job and demographic characteristics, as well as perceived sources of job stress and satisfaction, were examined. The intention of this study was to derive findings that would lead to practical proposals for improving the quality of the working life of cancer clinicians and thereby enhance the effectiveness of their work. (Table III) using the approach outlined in the statistical methods. A descriptive term was assigned to each of these factors. 'Feeling overloaded and its effect on home life' made the greatest contribution to overall stress, followed by 'having organisational responsibilities and conflicts', then 'dealing with patients' suffering' and lastly 'being involved with treatment toxicity and errors'. The stress factor scores (the mean percentage of items rated as contributing 'quite a bit' or 'a lot' to overall job stress) for these four factors were all significantly different from one another (P <0.0001).
Methds
The mean scores for the four stress factors according to specialty group are shown in Table IV . The overall pattern was for palliative care specialists to report the lowest mean percentage of items rated 'quite a bit' or 'a lot' for each factor. Clinical oncologists reported significantly higher levels of stress from 'treatment toxicity and errors' and 'dealing with patients' suffering' than medical oncologists. 'Having organisational responsibilities/conflicts' was reported as significantly more stressful by medical oncologists than clinical oncologists.
Sources of work-related satisfaction
The 20 sources of satisfacion items were aggregated into four factors using the same approach as for the stress items (Table V) . 'Dealing well with patients and relatives' contributed most to overall job satisfaction, followed by 'having professional status and esteem' and then 'deriving intellectual stimulation' and 'having adequate resources'. The scores for the first three factors were significantly different from one another (P < 0.0001).
The overall pattern was for clinical oncologists to report the lowest levels of satisfaction for all the factors (Table VI) 'having adequate resources'. Depersonalisation was similarly associated with high levels of stress from 'being overloaded' and 'dealing with patients' suffering' as well as low levels of satisfaction from 'dealing well with patients and relatives'. In addition, being a clinical oncologist and working part-time were independent risk factors for depersonalisation. Low personal accomplishment was associated with stress from 'being involved with treatment toxicity and errors' and low levels of satisfaction from 'dealing well with patients and relatives' and from 'having professional status and esteem'.
High GHQ scores indicative of psychiatnc disorder were associated with high levels of stress from 'feeling overloaded' and from 'being involved with treatment toxicity and errors' as well as low levels of satisfaction from 'having professional status and esteem'.
Clinician judgement about adequacy of training Eighty-nine per cent of the clinicians judged that they had received adequate training in the treatment of disease and symptom control. In contrast, only 56% considered they had received sufficient training in communication skills and only 20% thought they had been sufficiently trained in management skills. Clinicians who felt insufficiently trained in communication skills had a higher prevalence of depersonalisation (30% vs 17%, P = 0.004) and low personal accomplishment (43% vs 25%, P = 0.0004) than those who perceived themselves to be sufficiently trained. The prevalence of psychiatric disorder and emotional exhaustion among those who felt sufficiently and insufficiently trained in communication skills did not differ significantly (32% vs 24%, P=0.14, and 35% vs 28%, P=0.2, respectively).
Clinicians who felt insufficiently trained in managet sk-ills reported more emotional exhaustion (34% vs 22%, P = 0.05) and low personal accomplishment (35% vs 23%, P = 0.05) than those who felt sufficiently trained. The prevalenc of depersonalisation among those who felt inufficiently and sufficiently traine did not differ significantly (25% vs 15%, P= 0.1). Thirty per cent of clinicians who perceived themselves to be insufficiently trained in management skills were probable cases of psychiatric disorder compared with only 18% of those feeling sufficiently trained (P = 0.04).
Among linicians who felt insufficiently trained in communication skills stress factor scores for 'dealing with patients' suffering' (29% vs 21%, P<0.0001) and 'being involved in treatment toxicity and errors' (26% vs 17%, P = 0.0003) were higher than among those who felt suffiiently trained. This group also reported less satisfaction from 'having professional status' (68% vs 76%, P= 0.0004) and 'deriving intellectual stimulation (41% vs 48%, P =0.0071).
Feeling insufficiently trained in management skills was associated with higher levels of stress from 'dealing with patients' suffering' (25% vs 17%, P =0.0004) and 'having organisational responsibilities/conflicts' (43% vs 37%, P = 0.01). Insufficient management skills training was also associated with lower levels of satisfaction from 'having professional status and esteem' (71% vs 79%, P =0.004).
The study of 'burnout' generally is in its infancy and 'stress' research overall is hampered by a lack of integrative theory. In broad terms, however, it is accepted that work-related distress and more pervasive psychiatric disorder are likely to occur when the perceived dends of the working environment (sources of stress) exceed the individual's perception of his or her resources to meet those demands (Lazarus and Folkman, 1984) .
The prevalence of psychiatric disorder (28%) found among cancer clinicians in this national survey is similar to the level of 29% reported among British medical students (Firth, 1986) and 30% reported among British junior house officers (Firth-Cozens, 1987) using the same assessment method. This challenges the notion that the pre-registration year is a time of particular distress for doctors (McCue, 1985) .
The prevalec of psychiatric disorder among the cancer clinicians is also similar to that for accident and emergency medical and nursing staff (32%) reported in a British study using the same assessment method (Hetherington, 1993) . The levels of emotional exhaustion and personal accomplishment for this group of cancer clinicians are broadly similar to the published norms for American doctors and nurses (Maslach and Jackson, 1986) and to levels reported for North American family practitioners (Lemkau et al., 1988; Snibbe et al., 1989) and infectious disease physicians (Deckard et al., 1992) . However, the British cancer clnicians report less depersonalisation than the groups of American health professionals who have been studied.
Contrary to popular belief, therefore, the levels of distress reported by the cancer clinicians in this study do not appear to be uniquely high in relation to that of other medical professionals. Among cancer clinicians, clnical oncologists appear to experience the most work-related distress, related to high stress and low satisfaction from work-related sources, but they are not at any greater risk of psychiatric disorder than medical oncologists or palliative care specialists. Palliative care doctors describe the lowest levels of 'burnout' and stress, together with high levels of satisfaction from all the work-related sources studied. Similar findings emerge when comparing 'burnout' among palliative care nurses with that found among other groups of hospital and community-based nurses (Dunne and Jenkins, 1991; Mallett et al., 1991) .
The finding that younger age is a risk factor for components of 'burnout' is counter-intuitive and challenges the notion that 'burnout' is a cumulative process for cancer clinicians. This inverse relationship between 'burnout' and age has also been demonstrated among general practitioners (Winefield and Anstey, 1991) and other occupational groups including pharmacists (Jackson et al., 1993) .
The sources of work-related stress identified by the cancer clinicians in this study appear to be those generic to all doctors involved in clinical work, and indeed other professionals involved in cancer care. Being overloaded and its effect on home life, dealing with patients' suffering and being involved with treatment toxicity and errors have been reported as important by junior doctors (Firth-Cozens, 1987) , general practitioners (Cooper et al., 1989) , doctors generally (Bates and Moore, 1975) and cancer health professionals of all disciplines (Cull, 1991) . Having organisational responsibilities/conflicts emerged as the second most important source of stress for the cancer clinicians. This has not been highlighted previously among doctors and may reflect the involvement of the senior clinicians in this study in the ongoing changes in health care delivery in this country. Despite being identified as an important source of stress, it is interesting that this factor did not appear to increase the risk of 'burnout' or psychiatric disorder.
Dealing with patients' suffering, including fatal illness and dying, was rated by the cancer clinicians as less stressful than overload and organisational responsibilities/conflict. In fact, dealing well with patients and relatives was the most important source of job satisfaction. This exemplifies the 'doubleedged' nature of stress, according to which a task can be stressful if done badly, but rewarding if done well. The study findings suggest the value of communication skills training in reducing the stress and enhancing the satisfaction of dealing with patients, as well as reducing the stress of dealing with treatment toxicity and errors and enhancing professional esteem. Training in management skills appears to reduce the stress of overload and increase professional esteem. Equipping clinicians with these skills should therefore increase personal competence in meeting the demands of the job and reduce levels of 'burnout' and psychiatric disorder.
The strong associations between sources of stress and satisfaction on the one hand and 'burnout' and psychiatric disorder on the other could reflect the fact that distressed cancer clinicians develop negative perceptions about their work. If this were the underlying mechanism then it is hikely that the associations would be general and non-specific. The relationships demonstrated in the study were, however, highly specific with particular sources of stress and satisfaction associated with particular aspects of 'burnout' and psychiatric disorder. This suggests that the occupational factors have a causal role in the distress experienced by cancer clinicians. It seems likely that these occupational risk factors precipitate 'burnout' and psychiatric disorder in those who are psychologically vulnerable. Family psychiatric history, childhood experiences of illness, death and emotional neglect and particular personality traits have all been described as causal factors for distress among doctors generally (Johnson, 1991; Firth-Cozens, 1992) . Changing the criteria for selection of cancer clinicians to exclude those who are vulnerable to the stress of cancer care might reduce 'burnout' and psychiatric disorder. However, studies of junior doctors suggest this may run the risk of excluding those who are more empathic and self-critical and thus have an important contribution to make to medicine albeit at a personal cost (Firth-Cozens, 1989) .
A more positive and pragmatic approach to reducing the risk of 'burnout' and psychiatric disorder among cancer clinicians is to address one of the main occupational risk factors currently inherent in the practice of oncology, namely overload. Clinical oncologists in the UK are treating, on average, two and a half times more patients per year than their colleagues in the major European countries or the USA (The Board of the Faculty of Clinical Oncology, 1991) . This suggests that the report of overload reflects a real excess of workload. It follows that increasing resources to cancer care would help to reduce 'burnout' and psychiatric disorder among cancer clinicians. The need for an increased number of consultants in both clinical and medical oncology has recently been stressed by the relevant Royal Colleges in their representation to the Expert Advisory Group on Cancer, and is implicit in the recommendations of that group (Expert Advisory Group on Cancer to the Chief Medical Officers of England and Wales, 1994) . As already highlighted, to tackle the problem of 'burnout' and psychiatric disorder among cancer clinicians comprehensively, there needs to be a parallel commitment to improving their training in communication and management skills.
